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DEFICIENCY)
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F 000 | INITIAL COMMENTS

During annual recertification survey and
compiaint investigation #257 14, conductet! 1in
March 7 - 8, 2011, at Life Care Center of C.-pper
Basin, no deficiencies were cited in relatior: 10 the
complaint under 42 CFR PART 482.13,
Requirements for Long Term care.
F 1571 483.10(b){(11) NOTIFY OF CHANGES
$$=D ; (INJURY/DECLINE/ROOM, ETC)

|

A facility must immediately inform the resig. nt;

! consult with the resident's physician; and if

i known, nofify the resident's legal represent: i ive
or an interested family member when there 1:: an
accident involving the resident which result:: in
injury and has the potential for requiring ph:ician
intervention; a significant change in the resi l:nt's
physical, mental, or psychosocial status (e a
deterioration in health, mental, or psychosa: jal
status in either life threatening conditions o
clinical complications); & need to alter treatint
significantly (i.e., a need to discontinue an
existing form of freatment due to adverse
consequences, or to commence a new form: »f
treatment); or a decision to transfer ar disch: »ge
the resident from the facility as specified in
§483.12(a).

The facility must also promptly nofify the res.iant
and, if known, the resident's legal represent; ::ve
or interested family member when thers is 2
change in room or roommate assignment ag
specified in §483.15(e)(2); or a.change in
resident rights under Federal or State law or
regulations as specified in paragraph (b)(1) «.f
this section. '

| The facility must record and periodically upd::|:
J the address and phone number of the reside: |'s

F 000

| provide high quality resident care.

 F 157 F 157 483.10 () (11) NOTIFY OF
CHANGES (INJURYV/DECLINE/ROOM,

ETC) .
S8=D

What corrective action(s) will be

notification,

The filing of this Plan of Conection does not
constitute an admission that the deficiencies ;
alleged did in fact exist. This Plan of :
Correction is filed as evidence of Life Care,
Center of Copper Bagin's desire to comply/
with the requirement and to continue to

accomplished for those residents found to
have been affected by the deficient practice?

Resident #7 Licensed nurse caring for resident
received one on one re-education that if meds

were circled, reason was 1o be documented on
back of MAR with documentation of MD

Residents identified as having the potential
to be affected by the same deficient practice.
What corrective actions will be taken?

All residents have a potential to be affected.
All current residents have been audited to
ensure circled medications have reasons
documented and MD notification. Audits
conducted by DON, ADON, Unit Managers,
SDC and were completed on March 24% 2071,

What mcasures will be put into place or
systematic changes will be made to ensure |
that the deficient practice does not reocenr. | -

4/12/2011

ORATORY DIRECTOR'S CR PROVIDERISUF’PLPERIREF‘RESENTATW' ' SIGNATURE

TITLE

(45) DATE

deficiency slatement ending with an asterisk (%) denotes a defiele: oy which the institution may be excused from correcting providing It is determined that

r safeguards provide sufficient protection to the patients, (See ins!i :ations,

) Except for nursing homes, the findings statéd above are disclosable 90 days

wing the date of survey whether or not a plan of correction is previ “+d. Fer nursing homss, the above findings and plans of corection are disclosable 14
+ following the date these documents are-made available to the fac iy, If deflclencies are cited, an apgroved plan of correction Is requisite to continued

ram pariicipation.
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TAG | REGUIATORY OR LSC IDENTIFYING INFORMA' ' 1N) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
] : r _ DEFIGIENGY) :
F 157 | Continued From page 1 Nursing staff were re-educated on i.
&g ta p g T ITwnry— ey documentation on back of MAR reason for
egal represenialive or interes amily n-:.mber. circled medication and documentation of MD

| policy for Medication Administration, and

-dated January 24, 2011, revealed the resit/:nt

. Medicaflreoord review of the physician phor

mouth) 3 times a day.."

I

This REQUIREMENT is not mat as evide ~ced

by:
Based on medical record review, review ¢ ' the

interview, the facility failed to notify the ph.:ician
of running out of ABHRP (Ativan) cream { + one
resident (#7) of twenty-four residents revicved.

The findings included:

Resident #7 was admitted to the facility or. March
23, 2010, and readmitted on June 4, 2010 with
diagnoses including Muscle Weakness,
Alzheimer's Disease, and Right Humeral t':ad
Fracture,

Medical record review of the Minimum Dat.: Set

had short and long term mernory problems: was
totally dependent with two plus person phy:.isal
assistance for bed mobility, transfer, toilet 1 e
and bathing. Further review revealed the r- ident |
indicated pain by non-verbal sounds, facial
expressions and protective body movemen ',
Further review revealed pain or possible pain was
observed one to two days of the last five deys

the review process.

order dated October 14, 2010, revealed
"...ABHRP (Ativan) cream apply 1 mI (millilit ;1)
topically q (every) 6 hours,..when cream an g
DC (discontinue) Ativan 1 mg (milligram) pc by

Medical record review of the physician phor::

2011,

Committee by the ADON for

tification. Re~cducation was donc by the
IEET development coordinator, DON, or. 1
AIDON and was completed by March 24",

Hlow the corrective action(s) will be
mionitored to ensure the deficient practice
will not reoccur? What quality assurance
program will be put inte place.

The DON, ADON, and Unit Managers will
audit daily io ensure that if a medication is
circled there is reason documented on back of
MIAR and there is documentation of MD
natification. The findings of the sudits will be
taken to the Performance Inmprovement

mgnths, The next meeting is set for April 12%,

the next three

RM GMS-2557(02-99) Previous Versions Obsolete Evanti.:
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PREFIX
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F 157 | Continued From page 2
order dated February 4, 2011, revealed "..."

| Ativan 2 mg po g day until ABHRP cream .
available..." .

Madical record review of the February 2011
Medication Administration Record (MAR) fo

-administered three times; and on February '3
2011, at 3:00 a.m. the ABHRP cream was n-
administered as indicated by the circled initi::" ;.

not administerad.

Review of the facility policy for Medication
as ordered and record reason on MAR...21. 'l

the wrong drawer...b, Call the pharmacy or
supervisor to obtain the medication..."

Interview, with the Regional Nurse in the diniii;

was no documentation the physician had bee

notified.
F 176 | 483.10(n) RESIDENT SELF-ADMINISTER
ss=p | DRUGS |F DEEMED SAFE

the interdisciplinary team, as defined by
§483.20(d)(2)(ii), has determined that this
practice is safe.

(change) ABHRP cream to 3 x (fimes) daily 2)

ABHRP cream revealed on February 7, 201 | the
ABHRP cream was not administered at 8:00' ).m_;
on February 8, 2011, the ABHRP cream w:i s not

Further review of the back of the MAR reve: i
no documentation to explain why the ABHR}I" w

Administration revealed "...Procedure...14. (jcle

initials on MAR if medication is not administc

medication is ordered but not present: a. Chi K
other resident drawers to see if it was placed n

room, on March 9, 2011, at 2:00 a.m., confirri:d
the ABHRP medication was not adrninistered
February 7, 8 and 8, 2011, and confirmed e

An individual resident may self-administer dru-s

if

 DUCKTOWN, TN 37326
a) [ PROVIDER'S PLAN OF CORREGTION ' (45
PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: DEFIGCIENGY)
F 157
F 176 I 176 483.10 (n) RESIDENT SELF- -. 4122011
| ADMINISTER DRUGS IF DEEMED
SATE :
SS=]j ."..
Wha] corrective al:ﬁ..o.n('_s)_ w1_ll hc i
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Bvent ID:- D11

Facility 10: TN70D1

If cantinuation shect Page 2 of 36 |



A3/24/2011 19:36 42349619086

LIFE CARE COPPER EAS PAGE @6/21

PRINTED: 03/14/2011

DEPARTMENT OF HEALTH AND HUI\HHN SERVIES ’ FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVI: |:8 : OMB NO. 08380391
STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIER: *IA (42) MULTIPLE CONSTRUCTION . (:(3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUM 413 | comeLETED
A BUILDING
445310 B.WING 02/09/2011

NAME OF PROVIDER OR SUPPLIER

LIFE CARE CENTER QF COPPER BASIN

STREET ADDRESS, CITY, STATE, ZIP CODE
166 COPPER BASIN INDUSTRIAL PARK PO BOX 518

DUCKTOWN, TN 37326

oAy 10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORREGTION 5
PREFIX {FACH DEFICIENGY MUST BE PRECEDED BY Fli1 ! PREE (EACH CORRECTIVE ACTION SHOULD EE GOMPL__:TION
TAG REGULATORY OR LSC IDENTIFYING INFORMATL 1) TAG CROSS-REFERENCED TO THE APFROPRIATE DATE
DERICIENCY)
F 178 : Continued From page 3 F 176 accomplished for those residents found to

This REQUIREMENT is not met as evidei.ed

by:
Based on medical record review, review al “1¢il

policy, observation and interview, the facililv failed

to assess a resident for self-administration ::f|

medications for one (#12) of twenty-four re-idents

reviewed,

The findings includead:

Meadical record review revealed resident #1." was
admitted fo the facility on January 22, 2007 with
diagnoses to include Chronic Airway Obstri:tion.

Review of the Minimum Data Set (MDS) da':-d
January 4, 2011, revealed the resident scoi:
"15" on the Brief Interview for Mental Status
(BIMS) indicating the highest score possibli - for
repetition, temporal orientation, and recall.

Medical record review of the Telephone Or:rs

dated November 13, 2010, revealed an ord: « to.

administer the nebulizer treatments three tir g
cay.

Medical record review of the Telephone Orei g
dated Jahuary 23, 2011, revealed an order i::
discontinue the nebulizer treatments "PRN" /15
needed). '

Review of the facility's policy titled,
"Self-Administration of Medications" reveale::,
"Each resident who desires {o self-administes
medications is permitted to do so if the facilitics
interdisciplinary team had determined the pri§
would be safe for the resident and other resiirn
in the facility.

ice

ity

a

ts

have been affected by the deficient practice?

Resident #12 was assessed for sclf

| administration of medication per policy and
was not deemed safe for self administering
medication. Resident was informed that nurse
would bring medication to resident when
scheduled and pra.

Residents identificd as-having the potential
to be affected by the same deficlent practice,
What corrective actions will be taken?

All residents have a potential to be affected.
Residents currently self administering
medication have been identificd and assessed
according to self administration policy. The
monitoring of residents was done by the Unit
Manager, DON, or ADON and was ¢completed
| by March 24™ 2011,

‘What measures will be put into place or
systematic changes will be made to ensure
that the deficient practice does nat reoccur.

Nursing staff were re-educated on the policy
for gelf administration of medications. The
education was done by the staff development
coordinator, DON, or ADON and was
completed by March 24 2011.

Hoyv the corrective action(s) will be
monitored toensure the deficient practice
will not repccur? What quality assurance
program will be put into place?

M CMS-2567(02-99) Previous Versions Qbsolste Evant T N

044
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F 176 | Continued From page 4

bed receiving supplement oxygen via nas::'

only give me 4 {reatments a day...l split the-n:
fo make them last longer. .| may need one :ig
after they give me one...] get really short-wind
sometimes...Just taking a little helps a lot..
Conftinued observation and interview revea':d
resident had an ampule of the medication
Albuterol in the bedside table to use "when ' n
it." Observation revealed resident #12 turn:

treatment after the interview,

Review of the facility's 'Medication
Self-Adminisiration Review' dated March 7, .1

not demonstrate competency in
self-adminisiration of medication...”

Interview in the MDS office with the MDS
Coordinator on March 7, 2011, at 2:20 p.m..

| verified the resident was not safe to self
administer medications and the facility allow- -

freatments.
F 280 | 483.20(d)(3), 483.10(k)(2) RIGHT TQ
. 85=D | PARTICIPATE PLANNING CARE-REVISE ' |

The resident has the right, unless adjudged
incompetent or otherwise found to be
incapacitated under the laws of the State to

the machine and self-administerad a nebul.:1f

ol d

revealed gvaluation indicated, "This residen! Joes |

Observation on March 7, 2011,.at 11:10 a.m,j;
revealed resident #12 sitting on the side o' I

cannula, Continued observation revealed & |
hand-held nebulizer on the bedside table vihjan
estimated ¥ solution remaining in the mecii;ation
chamber. Continued observation and inter..ew
with resident #12 revealed, "They (the nur: PL}
P
l
ad

the resident to self-administration the nebuli-::r.

the
ced
on

ion

1,

E 176 | Residents will be monitored weekly to ensure |
that the self administration policy ja being
followed. The audits will be conducied by the,
DON, ADCN and Unit Managers. The
findings of the audits will be taken to the j
Performance Improvement Committee by the |
ADON for the next three months, The next PI
mcctmg is set for April 12%.

F 280! F 280 483.20 (d) (3) 483.10 (k) (2) RIGHT; | 4/12/2011
TO PARTICIPATE PLANNING CARE-| '
REVISE CP 'n

§5=D |-

IM CHS-2567(02-69) Frevious Varsians Obsclets | Eventil: |

INDOTT
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x4 | SUMMARY STATEMENT OF DEFICIENCIE- | [ i [ PROVIDER'S PLAN OF CORREGTION (X5)
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' | ' DEFICIENGY)
M ¥ - . A
F 280 | Continued Erom page 5 : - F ogo! YWhat corrective action(s) will be
Peg | accomplished for those residents found to

participate in planning care and treatme - or
changes in care and treatment. 5

A comprehensive care plan must be dev: chped
within 7 days after the completion of the |
comprehensive assessment; prepared b, -'3I;T
interdisciplinary team, that includes the & =ipbiing
physician, a registered nurse with respor: .|b1hty
for the resident, and other appropriate st;f
disciplines as determined by the resident eeds.
and, to the extent practicable, the particiy . ion of
the resident, the resident's family or the r. ident's
legal representative; and periodically revi u.rclsti
and revised by a team of qualified persor:. aﬂ
each assessment.

UL ] " S

This REQUIREMENT is not met as evideised
by:
Based on medical record review and interizw,
the facility failed to update two resident's (/14

#7) care plans for safety devices to preve: Ta

of twenty-four sampled residents.

_...-\-H
w

The findings included:

Resident #14 was admitted to the facility - Jﬁ!ly
13, 1999, with diagnoses including Alzheir:
Disease, Hypertension, and Osteoporosis.

3

Medical record review revealed the reside: i had a
history of falls. Review of documents provizd by
the facility, revealed the resident sustained “alls

without injury on these dates and the follow g,
interventions were to be put in place; June 't
2010, Dycem (device to prevent sliding) to

wheelchair,-July 16,2010, bed to be placed

have been affected by the deficient practice?

Resident # 14 care plan was updated to match
current interventions in place for resident,

Resident # 7 care plan was updated to match
current interventions in place for resident.

Residents identified as having the potential
to be affected by the same deficient practice,
‘What corrective actions will be taken.

All residents having safety devices in place
have a potential to be affcoted. Al residents
with safety devices were audited to ensure that
care plan matehes current interventions
ordered, The audits were done by the DON,
ADON, SIC, Unit Managers. Andits were
completed by March 24% 2011,

‘What measures will be put into place or
systematic changes will be made to ensure
that the deficient practice does not reoccur,

| Nursing staff were re-cducated on updating
carcplans when safety devices are ordered.
The re-cducation was given by the SDC,

| DON, or ADON and was completed March
24™ 2011,

Hovy the corrective action(s) will be \
monitored to ensure the deficient practice’
‘will not reoceur?

The Unit Managéers, DON, ADON will audit
charts for careplan updates on any new orders

for safety devices. New orders will be checked

ORM CMS-2567(02-99) Pravious Versfons Obzolata

Event iy Nuot

. Facllty 1D: TN7001
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: ; DEFIGIENGCY)
'F 280 Continued From page 6 | F 280| daily. The findings of the audits will be taken
against the wall with mat at bedside, and /. .gust " | to the Performance Improvement Committee |
2, 2010, pressure alarms to be applied to :d/and by the ADON for the next 3 months, '
chair. ; beginning with the next meeting which is sct
bt ! for April 12, 2011,
Medical record review of the resident's Ca = Plan
revealed no interventions of dycem, bed a. :inst
the wail, or pressure alarm, ’
Interview with the Unit Coordinator in the Uit
Coordinator's office on March 8, 2010, at 111 30
a.m., confirmed the resident's Care Plan h «f riot
been updated to reflect the interventions. !
|
Resident #7 was admitted to the facility on March
23, 2010, and readmitted on June 4, 2010, with
diagnoses including Muscle Weakness, _
Alzheimer's Disease, and Right Humeral Hi d:
Fracture,
Medical record review of the Minimum Date it
dated January 24, 2011, revealed the resid. «t|’
had short and long term memory problems; wgs
totally dependent with two plus person phys.al:
assistance for bed mobility, transfer, toilet u «: ||
and bathing. Furiher review revealed the redént
indicated pain by non-verbal sounds, facial
expressions and protective body movement:-.
Further review revealed pain or possible pai: was
observed one to twa days of the last five day: it
the review process, Further review revealed ‘he'
resident had ahistory of a fall after admission with
ne injury.
Medical record review of the Fall Risk :
( Assessments dated July 3, 2010 through Januaty
24, 2011, revealed the resident was at high X
Facllity IB:; TN7001 " If continuation sheat Page 7 of 38
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F 280 | Continued From page 7 F 280

| for falls.

Medical record review of a physician phond: order
! dated August 2, 2010, revealed "...Pull tab 'arm
while in bed-check q (every) shift for proper
functioning and placement...mat beside be| for
safety..."

Medical record review of a physician phone order |
dated August 10, 2010, revealed ...Mats t¢ both
sides of bed,..”

Medical record review of the nursing note ¢ ited
August 12, 2010, revealed "...Late entry for
8/11/10. Res (Resident) noted to climb O0 1 (out
of bed) to bed side mat. Small abrasion ar::
noted to-(R) (right) forearm...no other injurie:;
noted..."

| Medical record review of the nursing note d:tted
October 17, 2010, revealed *...Res at 1:15pm
was witnessed to stand up for (sic)sitting on side
of bed and fall sideways unto back and back of
head hitting head on floor. cna (Cerfified Nu;e
Aide) was in room with other resident and
witnessed and was unabie to get to res
before...fell....mat was in front of bed but not nast
foot of bed..."

Medical record review of the nursing note dal«d
Qctober 23, 2010, revealed "...Res was on mat
with head off (mat)...has reddened area left
eyebrow. Neuros per protocol. Res spouse
called, MD notified and told res and spouse
wishes, per spouse request res is not going In
hospital..."

Raview of facifit); documentation dated August 11,
2010; October 17, 2010; October 23, 2010: aid |

M CMS-255T(02-22) Previous Versiona Chsolate Evant ID WUO11
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F 280 | Continued From page 8 F 280

January 10, 2011, revealed the resident |«

i fallen out of the bed and there was no
documentation the bed atarm was soundi: .
Further review of the facility documentativn dated
August 11, 2010, revealed the additional
intervention was o place the resident in a racliner
with a pull tab alarm. Further review of th facility
| dacumentation dated Octoher 17, 2010, r-vealed
the additional interventions were to do
environmental check of alarms and furniti:«
placement. Further review of the facility
documentation dated October 23, 2010, re:vealed
the additional intervention was low bed in lace,
mat on wall, bed turned to wall, rearrange 1hats

the facility documentation dated January 11}
2011, revealed the additional intervention was to
ensure the bedside table was across the room
against the wall.

Review of the care plan dated April 8, 2011,

| revealed Hi-lo bed, mats bilaterally to floor heside
bed. Further review revealed the tab alarr to the
bed was not added after the order was obt:ined
on August 2, 2010. Continued review reve: ied
the alarm to bed was added on October 22 2010.

Observation on March 7, 2011, at 1:52 p.m |,
revealed the resident in a Broda chair with “igh

rail and got a skin tear. Continued observelion
reveaied the resident was taken to the resilant's
| room and four mats were on the floor by th:: bed;
the bed was against the wall with a mat betw=en
the wall and the bad; the bed was in a low
position and a tab alarm was attached to the: bed.

| Interview with the Unit Coordinator in the Uit
] Coordinator's office on March 8, 2010, at 1: 20

placing 3 mats vertically to bed. Further roeview of

straps, In constant motion, hit her left foreh.ind on |

IRM CMS-2567(02-98) Previous Versions Obaolete
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p.m., confirmed the resident's Care Plan h i not
been updated to reflect the interventions.
F 281 | 483.20(k)(3)() SERVICES PROVIDED ME1: T F 281{¥ 281 483.20 (k) (3) (i) SERVICES 4/12/2011
a5=pD | PROFESSIONAL STANDARDS PROVIDED MEET PROFEESSIONAL
STANDARDS
55=D

| Medical record review of the Medication

|
|

The services provided or arranged by the . wility
must meet professional standards of qualit

ThIS REQUIREMENT is not met as eviden - =d

Based on medical record review and mte"\n i,
the facility failed fo discontinue a medication: as
ordered by the physician for one resident (# 1) of
twenty-four reviewed.

The findings included:

Resident #1 was re-admitted to the facility ¢
March 4, 2011, with diagnoses including Urirary
Tract Infection, Dysphagia, Decubitus Ulcet
Dementia, and Alzhermers

Reconciliation form from the hospital dated rtarch
4, 2011, revealed the resident was admitted &
the hospital on February 27, 2011, with orde +; to-
continue Amlodipine (blood pressure medic. :lion)
5 milligrams (mg) daily and the medication v.::s
discontinued at discharge.

Medical record review of the facility's Physic:an's
Admission Orders dated March 4, 2011, rev iled
no orders for Amlodipine 6§ mg.

Medical record review of the MAR (Medicatir
Administration Record) dated March, 2011,
revealed Amlodipine 5 mg had heen adminic red
daily on March 5, 6, 7, and &, 2011.

What corrective action(s) will be
acctomplished for those residents found to
have been affected by the def cient practice?

Resident # 1 MD was notified and Am!odtpma
was D/C’d 'on March 8% 2011.

Residents identified as having the potential
to be affected by the same deficient practice,
What corrective actions will be taken?

All residents being admitled or re-admitted to
the facility have a potential to be affeoted.
The DON, ADON, Unit Managers or SDC
audited all residents being admitted afier the
last Mcdmatmn Recapulation completed
February 28" 2011 to ensure that all
medication reconciliation forms (home med |
form) were completed upon admission to the
facility, Andits were completed March 24™

2011.

What measures will be put into place or
systematic changes will be made to ensure \I
that the deficient practice does not :reoccur.tl

| Nursing staff were re-educated on following

policy for medication reconciliation (home

IM CMS-2567(02-99) Previous Varsions Obsolete

Event I i .NUGTT
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VR CMS5-2567(02-99) Previous Verslons Obzolsln

This REQUIREMENT is not met as evider wad
by: : , '
Based on medical record review, observali 1,
facility policy and interview, the facility faile:! to
complete a bladder assessment, failed fo provide
clinical justification for an indwelling cathet:r, and
failed to offer treatment to restore as much
bladder function as possible for one resider |
(#11) of twenty-four residents reviewed.

.| The findings included:;

Medical record review revealed resident we ..
admitted to the facility on January 27, 2011 with
| diagnoses to include Rehabilitation and Urii ury
i Tract Infection.

oy | SUMMARY STATEMENT OF DEFICIENCIES D FROVIDER'S PLAN OF CORREGTION
BREFIX (EACH DEFICIENCY MUST BE PRECERED BY FIIL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMAT - N) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
F 281! Continued From page 10 F g1 | medication form) with new admissions and re-
admits. The education was done by the SDC,
Medical record review and interview with | 'N DON, or ADON and was completed Mazch
(licensed practical nurse) #3 on March 8, 1311, at o
10:10 a.m., at the nursing station, confirm. .4 the
resident had received the Amlodipine 5 mi . ]
without a physician's order. Hnw‘ the corrective action(s) wxll be i
F 315 | 483,25(d) NO CATHETER, PREVENT U1 F 315 monitored to ensure the deficient practice
Ss=p | RESTORE BLADDER will not reoccur?
Based on the resident's comprehensive The DON, ADON, and Unit Managers will !
assessment, the facility must ensure that 1 audit all now admits ar.ld re-admits {0 ensure
resident who enters the facility without an medication reconofliation has been done, |
indwelling catheter is not catheterized unlc:is the Findings of the audits will bo taken to the
resident's clinical condition demonstrates ii1at Perfymince \mprovoment Comiiftse by e
catheterization was necessary; and a resit:nt *@ON f_er the next 3 m.onth!ﬁ‘ beginning with
who is incontinent of bladder receives app:priate et setforApnl 122011,
treatment and services to prevent urinary 1:act
infections and to restore as much normal | 1dder
function as possible.
F 315 483.25 (1) NO CATHETER, 4/12/2011

PREVENT UTI, RESTORE BLADDER
S8=D

What corrective action(s) will be !
accomplished for those residents found to \
have been affected by the deficient practice?

Resident # 11 had catheter justification form,
biadder assessment, and urinary incontinence
questionnaire completed. MD was notified and
diagnosis of Neurogenic bladder was added f
on March 22" 2011 | |

| Residents identifiéd as having the potential
to be affected by the same deficient practice.| -
‘What corrective actions will be taken? /

Evant ! : ONUO11

Faciliy 1D TN7O01 If continuation sheet Page 11 of 38
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F 315 Continued From page 11 F 315 Residents having an indwelling scatheter, All

|

| Brief Interview for Mental Status (BIMS) it r/icating

| and Bladder Training" revealed both asse =ment

| Observation and interview with resident #11 on
March 8, 2011, at 3:30 p.m., revealed the r::sident|

“have to have it." Continued inferview reve:iad

Madical record review of the admission n.:ising
notes revealed the resident was admittec with an
indwelling catheter,

Review of the Minimum Data Sst dated F- bruary
3, 2011, revealed the resident scored "15" n the

the highest score possible for repetition, t tnporal
orientation, and recall.

Review of the facility's "Urinary Incontinen: »
Questionnaire” and the "Assessment for Fiowel

tools had not been completed.

Observation on March 7, 2011, at 10:15a .,
revealed resident #11 lying supine in bed :ind 2
Faley catheter drainage collection bag cori:ining
yellow urine was aftached to the bed rail.

in bed and easily engaged in conversation
Continued inferview revealed the resident Iud the
catheter "for quite some time" and "wish | (/-1 not

the facility had not offered any treatment to
restore bladder function.

Review of the faeility policy titled,"Guideline ; for
Completing the Urinary Assessments and
[ndwelling Catheter Assessment a2nd Othe;
Forms revealed...4. If the resident has an
indwelling cather on admission the charge 1'1irse
will complete the Indwelling Catheter form.”

Review of the medical record revealed no

documentation of a completed "Indwelling

current residents with indwelling catheters
were audited for completion of catheter
justification sheet, bowel & bladder .
assessment, and incontinence questionnajre..
The monitoring was done by the DON, i
ADON, Unit Managn:rs and 8DC and was
complutcd by March 24" 2011.

What measures will be put into place or
systematic changes will be made to ensure
that the deficient practice does not reoccur. .

Nursing staff were re —educated on completing
the catheter justification, bowel and bladder
assessment form and incontinence
questionnaire form on any resident admitted
with a catheter or any current resident with a
newly acquired catheter. The education was
done by the SDC, DON, or ADON and was
completed March 24", 2011.

| How the corrective action(s) will be
monitored to ensure the deficient practice

will not reoceur?

All current residents with catheters were
audited to ensure assessment of bowel and
| bladder, catheter justification, and !
incontinence questionnaire were completed,
All residents being admitted with catheters
will be audited by the DON, ADON, or Unit |
Mangers to ensure catheter justification form,!
. incontinence assessment and bowel and !
bladder assessment is domploted. The findings
of-the audits will be taken to the Performance
Improvement Committee by the ADON for the
next 3 months beginning with the next meeting

IRM CME-2567(02-99) Pravious Versions Cheolete
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F 315 Continued From page 12 F 316 set for April 127, 2011.
Catheter form.™
Interview with the Unit Manager (UM) of th : North
ng on March 8, 2011, at 3:25 p.m,, in th.: office
| of the UM, confirmed the facility did not coniplete
the biadder assessment, questionnaire, or
indwelling catheter form,; did not offer treati 1znt to
restore bladder function, and did not have
medical justification for the indwelling cathe 1::r. . .
F 323 483.25 (h) FREE OF ACCIDENT 4/12/2011 |

F 323 | 483.25(h) FREE OF ACCGIDENT
ss=F | HAZARDS/SUPERVISION/DEVICES

The facility must ensure that the resident
environmeni remains as free of accident hii.-ards
as is possible; and each resident receives
adequate supervision and assistance devic s to

pravent accidents.

This REQUIREMENT is not met as eviden::d
by: .

Based on medical record review, review of | a:ility
documents, observation and interview, the f:u:ility
failed to ensure safety devices were in place: 0
prevents falls for three residents (#14, #16, = #7)
of twenty-four sampled residents.

The findings included:

Resident #14 was admitted to the facility on Iu1ly
13, 1999, with diagnoses including Alzheime's
Disease, Hypertension, and Osteoporosis,

Medical record review revealed the resident I:1d a
history of falls, Review of documents provid. . by
the facility, revealed the resident experienced the
following falls without injury on these dates. :he

F 323

| HAZARDS/SUPERVISION/DEVICES

35=E

What corrective action(s) will be
accomplished for those residents found to
have been affected by the deficient practice?

Resident #14, On March 8" interventions for
resident were put into place and ¢are plans

| were updated to match current interventions

ordered,

Resident # 16 On March 9* interventions for
resident were put into place and care plans
were updated to match current intervention
orders.

Resident # 7 On March 8™ interventions for

| resident were put into place and care plans

were updated to match current interventions.
Education with nurse to ensure documentation’
that interventions were in place at tiroe of fail

was bogun and complcted by March 24 2011,

Residents identified as having the potential
to be affected by the same deficient practice,’
What corrective actions will be taken?

M CMS-2557(02-89) Previous Versions Obaolete Evant 1T NUOTT

Faclity 1D TNTO01
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F 323 | Continued From page 13 F 323/ All residents at risk for falls bave a potential to,

interventions put in place following the fall ; were
as noted: June 4, 2010, Dycem (device f
prevent sliding) to wheelchair, July 16, 201112, bad

and August 2, 2010, pressure alarms to b«
applied to bed and chair.

iedical record review and review of docurents
provided by the facility, revealed the reside it

and 16, 2010, with-no documentation the alarm
was in place and sounding, and no
documentation the dycem was in place. M. «ical
record review and review of facility documents,
revealed the resident sustained a fall witho:t
injury from the bed on October 27, 2010, wiifi no
documentation the alarm was in place and
sounding and no documentation the mat w:.: at

bedside,

Observation on March 8, 2010, at 8:20 a.m .
revealed the resident lying in a low bed aga st
the wall, with a fall mat in place.

Interview with the Unit Coordinator in the U:i
Coordinator's office on March 8, 2010, at 130
a.m., confirmed the resident’s Care Plan hai! not
been updated to reflect the interventions an.:
confirmed no documentation the safety deviis
were in place at the time of the resident's fars,

31, 2007, with diagnoses in¢cluding Alzheimi '3
Disease, Muscle Weakness, Anxiety State, . 1nd
Dementia with Behavior Disturbance.

‘Medical record revfew of the Minimum Data “iet
dated December 17, 2010, revealed the res: ant

to be placed against the wall with mat at b.«Iside,

sustained falls from the wheelchair on Aug.ist 11,

Resident #16 was admitted to the facility on May

be affected. All current residents who have
Interventions in place for falls are being
meonitored cvery shift to ensure safety devices
arc in place and functioning properly by the
hall nurse. Audits have heen on going since
survey March 9% 2011.

What measures will be put into place or
systematic changes will be made to ensure
that the deficient practice does hot reozcur.

Nursing staff were re-educated on ensuring
that safety devices are being utilized and/or
functioning properly every shiftand
documenting what safety devices were being
utilized and functionality at the time of a fall.
The re-education was done by the SDC, DON,
or ADON and was completed by March 247,
2011.

Hovw the corrcctive action(s) will be
meonitored o cnsure the deficient practice
will not reoccur?

In addition to the hall nurses monitoring
safety devices every shift, the Unit Mangers,
DON, SDC, and ADON are monitoring safety,
devices once a week to ensuro they are being |
utilized and are functioning properly. The |
findings of the audits will be taken to the |!
Performance Improvement Committee by the
ADON for the next 3 months. The next PI
meeting is set for April 12" 2011.

| had short term memory proalems no long %

M CMS-2667(02-89) Pravious Vgralom Obsoleta Svant ([ 1NUOTT Facility 1D: TN7001 I continuation sheet Page 14 of 38
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F 32" Continued From page 14 F 323

| memery problems, and modified zndepenc’ anee in
cognitive skills; required limited assistance: with
transfers and ambulation; was not steady nd
required human assistance for moving fro:m
seated to standing, walking, turning aroun:, and
surface to surface transfers; had two falls, without
injury, since the last assessment.

| Medical record review of the resident's carc plan
updated November 18, 2010, revealed, ".. I*lace

| pull.tab-alarm to bed & chair to-alert staff of
unassisted transfers...”

Medical record review of a nursing note da:«d
December 20, 2010, at 10:36 p.m., reveale,
"Found laying on back on floor next to walk.r next
fo bed. Bed alarm on. Confuse (confused: .
Neura check completed. Small bump on back of
head. No redness noted. Denies pain/heariache.
Ice pack applied to back of head for 15 mi
Move all extremities as before..." Medical 1.cord
i review of the care plan updated December .1,
2010, revealed the resident was placed on
| prompted toileting plan, ,

Medical record review of a nursing note dat:-
December 26, 2010, at 11:40 p.m., reveale:],
"Found sitting bathroom floor holding back
of...head. Laceration 1 cm (cenfimeter) not:«i.
Alert/confuse (confused). Respond approp::itely
to question. Bil (bilateral) Pupil react
equally/Brisk 2 mm (millimeter) size. Denie:
headache. Move all extremities as before.
Assisted back to bed ambulate with walker. Red
alarm applied...requested to be sent to ER
(emergency room) for Evaluation..." Medic:!|
record review of the nursing notes revealed iie
resident returned from the emergency room «n

| December 27, 2010, at 2;15 a.m., with new

RM CM3-25567(02-89) Frevious Vierslons Obsolate Evant 111 1NUD11 Faciity ID: TN7001 If continuation cheet Page 15 of 38
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F 323 | Continued From page 15 F 323

| under a pillow, attached the alarm to the re:ident.

f Observation of the resident and inferview wih

| revealed the LPN did not know when the prossure

| already off." Continued interview confirmed {he

[ Interview with the Unit Ceordinator (UC) on arch

orders to increase blood pressure medication
dosages.

Observation of the resident on March 9, 20 11,
from 11:32 a.m., to 11:35 a.m_, and intervi::w with
the Director of Nursing (DON), in the residi:nt's
room, confirmed the resident was sitting in
wheelchair with no tab or personal alarm
attached, and the DON, after finding the al:wm

LPN (Licensed Practical Nurse) #2 on Mar:h 9,
2011, at 11:36 a.m., and 11:50 a.m., outsiclc: the
resident's room, confirmed the resident hacl 2 tab
alarm in the wheelchair at all times and a
pressure alarm in the bed. Continued interaaw

alarm to the bed had been implemented.

Observation of the resident an March 9, 2011, at
11:55 a.m., in the resident's room, revealed the
resident was sitting on the side of the bed, :i:d
when lifted the bottom, the pressure alarm
sounded, and the resident quickly sat back :iown.
Interview with the resident, at that time, coniirmed
the resident had transferred, unassisted, to ihe
bed and the resident stated the tab alarm, "wi3s

pressure alarm on the bed alarmed whenev.r the
resident moved his/her bottom and the residant
had to sit down to quiet the alarm.

9, 2011, at 11:47 a.m., in the UC's office,
confirmed the resident's care plan indicated Ihe
resident was to have a tab alarm in the bed a1d
chair, and the UC was unaware the resident 1ad
a pressure alarm to the bed.

RM CMS-2567(02-88) Previsus Varslons Obsolete
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Interview with the DON on March 9, 2011, in the
resident’'s room, and medical record revie~ and
interview with the DON and LPN #2, at 12 70
p.m., at the nursing station, confirmed a
physician's order dated November 18, 20 19,
discontinued the pressure alarm o the be:!,
added a tab alarm to the wheelchair and a4, and
the care plan reflected those orders. Coniinued
interview confirmed the resident did not h:ve an : I,
| alarm attached while sitting in the wheelct:ir at : : HRERET
11:32 a.m., and the staff was aware the tah alarm
to the wheelchair was ineffective because the
resident had a history of removing the tab larm
and transferring unassisted to the bed,

Continued interview confirmed the residen: was at
risk for falls and the resident had not been
assessed for the use of an alternative pres;ure
alarm to the wheelchair and bed.

Resident #7 was admitted to the facility on March
23, 2010, and readmitted on June 4, 2010, with
diagnoses including Muscle Weakness,
Alzheimer's Disease, and Right Humeral Fiad
Fracture.

Medical record review of the Minimum Data Set
dated. January 24, 2011, revealed the resic:nt
had short and leng term memory problems. was
totally dependent with two plus person phy:.cal
assistance for bed mobility, transfer, toilet 152
and bathing. Further review revealed the resident
indicated pain by non-verbal sounds, facial
expressions and protective body movement:.

' Further review revealed pain or possible pain was
observed one to two days of the last five davs in
the review process. Further review revealedl the
resident had a history of a fall since admiss::n.

IRM CMS-2567(02-80) Pravious Versions Obsolete Event 11 DNUO1 Facllity ID: TN7001 If continuation sheat Page 17 of 48
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| Medical record review of a physician phone order |

! Medical record review of a physician phoii: order

i of bed and fall sideways unto back and ba: Ik of

| foot of bed..."

. | with head off (mat)...has reddened area lefi

Medical record review of the Fall Risk
Assessments dated July 3, 2010 through January
24, 2011, revealed the resident was at hinl risk

for falls.

dated August 2, 2010, revealed "...Pull tal; alarm
while in bed-check g (every) shift for prop-
functioning and placement...mat beside b1 for

safety...”

dated August 10, 2010, revealed "...Mats 1) both
sides of bed..."

Medical record review of the nursing note /lated
August 12, 2010, revealed "...Late entry for
8/11/10. Res (Resident) noted to climb 0118 (out
of bed) to bed side mat. Small abrasion ar:a
noted fo (R) (right) forearm...no other injuri:s
noted..."

Medical record review of the nurs'in'g note «l.1ted
October 17, 2010, revealed "...Res at 1:15;m
was withessed fo stand up for (sic)sitting un side

head hitting head on floar. ¢na (Certified lurse
Aide) was in room with other resident and
witnéssed and was unable to get to res.
before,..fell....mat was in front of bed but n.:t past

Medical record review of the nursing note < ated
QOctober 23, 2010, revealed ".. Res was on mat

eyebrow. Neuros per protocol. Res spous:
called, MD netified and told res and spoust:
wishes, per spouse request res is not going ‘o

X4) 1D SUMMARY STATEMENT OF DEFIGIENGIES: o PROVIDER'S PLAN OF CORREGTION (XE)
BREFIX (EACH DEFICIENCY MUST BE PRECEDED BY I 111.L PREFIX . _{EACH CORRECTIVE ACTION SHOULD BE SOMCLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMA' +/N) TAG CROSS-REFERENGED TQ THE APFROPRIATE DATRE
| DEFICIENCY)
|
]
F 323} Continued From page 17 F 323
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445310

F 323 | Continued From page 18 - F323
hospital..."

| Review of facility documentation dated August 11,
2010; Octeber 17, 2010; October 23, 2010, ;and
January 10, 2011, revealed the resident hi!
fallen out of the bed and there was no
documentation the bed alarm was sounding
Further review of the facility documentatior: dated
August 11, 2010, revealed the additional
intervention was to place the resident in a1 uliner
with a pull tab alarm. Further review of the iacillty
documentation dated October 17, 2010, rev=aled
the additional interventions were to do
environmental check of alarms and furnitus. -
placement. Further review of the facility
documentation dated Qctober 23, 2010, rev-:aled
' the additional intervention was low bed in place,
mat on wall, bed turned to wall, rearrange niiis
placing 3 mats vertically to bed. Further reviow of
the facility documentation dated January 10
2011, revealed the additional intervention w:s to
ensure the bedside table was across the ronim

| against the wall.

Review of the care plan dated April-8, 2010,
revealed Hi-lo bed, mats bilaterally to floor |-:side
bed. Further review revealed the tab alarm is the
bed was not added after the order was obtained
on August 2, 2010. Continued review reveal:d
the alarm to bed was added on October 23, 2010,

Observation on March 7, 2011, at 1:52 p.m..
revealed the resident in a Broda chair with tiih
straps, in constant motion, hit her left fore herid
on rail and got a skin tear. Continued obser.ztion
revealed the resident was taken to the resi¢ont's
room and four mats were on the floor by the had;
the bed was against the wali with 2 mat betwen
the wall and the bed; the baed was in a low

IM CME-2567(02-09) Previous Versians Obsolste Evant (T OMNLIDTT Faclity 1D: TH7OE If continuation sheet Page 19 of 38
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position and a tab alarm was atfached t: the bed.

Interview with the Unit Coordinator in th-+ Unit
Coordinator's office on March 8, 2010, i+ 12:20
p.m., confirmed there was no documen!:fion the
safety devices were in place at the time f the
resident's falls. ;

1 F 325 F 325 483.25(1) MAINTAIN NUTRITION 4/12/2011

F 325 | 483.25(i) MAINTAIN NUTRITION STAT!/S
s8=D | UNLESS UNAVOIDABLE STATUS UNLESS UNAVOTDABLE

S8=D
Based on a resident's comprehensive
assessment, the facility must ensure the.! a
resident -
(1) Maintains accepiable parameters of " itritional What corrective action(s) will be |

accomplished for those residents found to -
have been affected by the deficient practice?

i sfatus, such as body weight and protein l:vels,
unless the resident's clinical condition
demonstrates that this is not possible; ani

(2) Receives a therapeutic diet when thei:is a
nutritional problem.

Resident #2 received extra portion of gravy
biscuit and special request was placed using
the dietary communication form on March 8.

Residents identified as having the potential

This REQUIREMENT is not met as evic: -iced to be affected by the same deficient practice.
by: What corrective actions will be taken?
Based on medical record review, observiifion, ; _

and interview, the facility failed to accominodate | - All residents bave a potential to be affected.
choices in individual food preferences for rne Residents will be asked if they have any

gpecial requests from dictary that are not being
met. The special request andits will be done

The findings included: by the dietary depaﬂ:mant and will be
completed by March 24™ 2011,

resident (#2) of fwenty-four reviewed.

Resident #2 was re-admitted to the facilit on
December 27, 2010, with diagnoses incluiling ,
| Sepsis, UTI. (Urrnary Tract Infection), Azl .imer's - What measures will be put into place or

Dementia, and Parkinson's Disease. ' systematic changes will be made to ensure .
thit the deficient practice does not renceor.

Medical record review of the Minimum Doix Set

'| dated January 3, 2011, revealed the resic i had Nursing staff were re-educated to ﬁoﬁfy the
. : ' | i

Bve ol 1D DNLIDTT Facility 10 TNTO01
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F 325 | Continued From page 20 F 325 kitchen anytime a resident is making a special
dietary request. The re-education was done by

long and short term meimory problems,

| moderately impaired cognition, was totally
dependent on staff for all activities of daily Iving,
and was on a mnchamcalIy altered diet.

Observation and interview with the reside::f on
March 8, 2011, at 8:30 a.m., in the residei:('s
room revealed the resident stated hreakfs it was
a biscuit and gravy, which the resident ate “al"
and the resident wanted more biscuit and :ravy,
but was told there was no morea.:

| Interview with CNA (Certified Nursing Assiant
who fed the resident) #1 on March 8, 2011 at
8:35 a.m., at the nursing station, confirme:! the
resident's favorite meal was hiscuits and gy
and always requested a second serving.

lnterview with the Dietary Manager and Ac-istant
Dietary Manager on March 8, 2011, at 8:40 ..m.,
in the Dietary Manager's office, confirmed .| aff
had not requested a second serving of bis: it and
gravy for the resident, the resident had not
received a second serving, and the dietary
department was unaware the resident ever
requested or received second servings of |
and gravy in the past.

Observation and interview with the residen’ ;:n
March 8, 2011, at 9:05 a.m., in the resideni =
room, confirmed the resident had received
another serving of biscuit and gravy, had e:i2n
approximately half of it and was now satis{" 1.

Interview with CNA #2 on March 8, 2011, at .25
a.m,, at the nursing station, confirmed the

| resident had eaten approximately half of thr-

] second serving of biscuit and gravy. Furthe

wouits

ﬂ]ua sSDC, DON or ADON and was complated
March 24% 20171,

Jow the corrective action(s) will be
onitored to ensurc the deficient practice 2
¥ill not reoccur? i

|

4‘?1

Dietary staff member will meet with resident,
council monthly for the next 3 months to
ensure that all dietary special requests are
being followed up on. The findings of the
meetings will be taken to the Performance
Improvement Commitice by the Dietary
Manager for the next three months hegmmng
with the next meeting set for April 127 2011.1

| interview revesled, "(resident) likés to hollel

" i continuation eheat Page 21 of 38
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F 325 { Continued From page 21 _ F 325
biscuit and gravy so the resident can get niore '
and say we didn't give it to them.”

Interview with the Dietary Manager and th. -
Assistant Dietary Manager on March 8, 2011, at
8:40 am., and on March 9, 2011, at 9:10 .- 1., In
the Dietary Manager's office, confirmed th: »
dietary department always provided additic 1:al :
servings of food when staff requested it fo- ' P e B
residents, Further interview confirmed the g ] e
resident was considered a nutritional risk :ind the '
dietary department needed to be informed «f the
resident's special dietary requests to ensur i the
resident received optimum nutrition to me::*
needs. Further interview confirmed staff b 1d not
communicated the resident's requests to th:«
dietary department and the resident's dief:iy )
preferences had not been honored, |

F 364/ F 364 483.35(d)(1)-(2) NUTRIVE

F 364 [ 483.35(d)(1)-(2) NUTRITIVE VALUE/APP) AR, |
s$=F | PALATABLE/PREFER TEMP VALUR/APPEAR, PALITABLE / PREFER
TEMP

S8=F

4/12/2011

Each resident receives and the facility provives
food prepared by methods that conserve n:iritive
value, flavor, and appearance; and food th::t is
palatable, altractive, and at the proper . i
temperzture, | What corrective action(s) will be
accomplished for those residents found to
have been affected by the deficient practice?

This REQUIREMENT is not met as evider «d

by: o

Based on observation and interview, the fa: iiity 'On March 9% starting with the evening meal

“failed to serve food at a palatable temperati e, trays, residents not in diting room trays wete
delivered to rooms immediately and not left

gitting in the dining room for any period of

: time. Process has been ongoing since that

Observation of the residents mid-day meal ' time. \

trayline service on March 8, 2011, at 11:13 ..m., s .

revealed the following food ternperatures
obfained by the Assistant Dietary Manager:

Event] iONUBI1 - Faciliy ID: TN7001

The findings included:

Residernts identified as havirg the potential
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F 364 | Continued From page 22 F 364 to be affected by the same deficient practice.
What corrective actions will be taken?

1.) Meatloaf and {urnip greens were 164 . 12grees
Fahrenheit (F). _

2.) Mashed potatoes was 170 degrees F

3.) Pureed meatloaf and pureed turnip g :ans

| were 168 degrees F.

4.) Milkk was 34 degrees F.

A test tray was requested for the cart in p:ocess
| of being filled. Observation revealed the «:rt

| contained fifteen trays with the test tray in iuded
and was completed at 11:20 a.m.; tha car! left the
department at 11:21 a.m., and was delive =d {o
the floor at 11:22 a.m. Further observation
revealed the first tray was removed and d: ivered
at 11:22 a.m.; last tray delivered was 12:01 p.m.,
and the last resident served began eating 1t
12:07 p.m.

Observation revealed one resident tray ar|{ the

test {ray remained on the tray cart that amr:d to |

the fioor at 11:22 a.m. Observation revea':d a

tray cart, containing five trays for resident:: who

usually ate In the dining room but decidad 1ot to,

| was delivered to the floor at approximately 11:53

a.m. Observation revealed the nursing sti:!f

delivered the five trays from the cart that 2 -ived

| to the floor at 11:53 a.m. through 12:07 p. . and
left the one resident {ray on the cart that atived at

11:22 a.m.

Food temperatures were obtained by the
Assistant Dietary Manager from the test trr v at
12:07 p.m. with the following results: ;
| 1.) Meatloaf was 106 degrees F.

2.} Turnip greens was 110 degrees F.

3.) Mashed potaioes was 112 degrees F,

4.) Pureed meatioaf and pureed {urnip gre-<ns
i were 112 degrees F.
| 5.) Milk was 54 degrees F.
|

All residonts have a potential to be affected,
and the facility will ensure the meals are
delivered at the proper temperatures,

What measures will be put into place or
systematic changes will be made to ensure
that the deficient practice does not reoccur.

All available staff will assist with the meals |
delivered to the residents, All residents will be
re-evaluated for appropriate dining locations.
These cfforts will ensure that this does not

reoceut.

How the corrective action(s) will be
monitored to ensure the deficient practice

will mot reoccur?

The CDM and or the Assistant CDM will audit
10% of trays weekly to ensure the resident’s
meals are at the proper temperatures when
they receive thom. These findings will be
brought to the Performance Improvement
Cornmuittes monthly for six months to ensure
compliance. The next meeting 18 sot for April
12%2011.
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F 364 | Continued From page 23 F 364
Interview, with the Assistant Dietary Mar.:ger on
| March 9, 2011, at 12:09 p.m., outside th-: 100 hall
Day Room confirmed the test tray food
temperatures had decreased significantl. ‘rom
the tray line temperatures. Further intersiow
revealed the food "was not hot enough & i the
milk (temperature) was to high."
Interview of five of five residents in the g:.:up X
meeting, on March 8, 2011, at 2:30 p.m.. avealed s
the "food was barely warm." ; _
F 371 [ 483.35(i) FOOD PROCURE, F 371 F 371 48335 (i) FOOD PROCURE, 4/12/2011
8g=F | STORE/PREPARE/SERVE - SANITARY STORE/PREPARE/SERVE - SANITARY
S8=F
The facility must -
(1)} Procure food from sources approved :
considered satisfactary by Federal, State «r local
authorities; and What corrective action(s) will be
(2) Store, prepare, distribute and serve fcod | accomplished for those residents found fo ‘l
under sanitary conditions have been affected by the dcﬁcxcnt practlce'i
The individual storage bins and floor mixer
were immediately cleaned. The clean rack of
dishes that were placed on the floor were re-
: washed and placed off floor. The clean dish
This REQUIREMENT is not met as evidensed racks that were gjected by the dirty dish rack |
by: ' were re-washed.
Based on observation and interview, the 1 ity
failed to maintain sanitary eqmpment i th \
dietary depariment. Residents identified as having the potential |
. to be affected by the same deficient practice, ,
The findings included: ‘What corrective actions will be taken? TR
Observation on March 7, 2011, at 11:56 2 ., .All resident have a potential to be affected, /
with the Director of the Dietary Deparimer: The individual storage bins and floor mixer |
revealed the following: were immediately cleaned, The clean rack of '
1. Four individual storage bins containing ‘dishes that were placed on the floor were re- |
cornmeal, flour and sugar had dried red a: - black washed and placed off floor. The clean dish
Bvar, | LDNUDAT Facility 10; TN7001 If continuation sheet Page 24 of 38
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‘| Manager revealed the following:

-| Department and the Assistant Dietary Man:jer

colorad debris o the lids and exterior su :ice of
the bins.

2. The floor mixer underside of the beate: m,
the back of the base and the exterior of {t:: hase
had an accumulation of white and tan colriad
splattered debris.

Observation of the dishroom operation in |10cess
on March 8, 2011, at 1:50 p.m., with the Di-actor
of the Dietary Department and Assistant Liivtary

1.) Two dish racks stored in contact with 1112
floor.

2.) The dietary staff member working the :irly
side of the dish machine pushed a rack fill...] with
dirty dishes into the machine. Further
observation revealed the dirty dish rack cane in
contact with the rack of clean dishes insidc: lhe
machine. Continued observation revealed 'he
clean rack of dishes was gjected from the
machine by the dirty rack of dishes,

Interview with the Director of the Dietary
Department on March 7, 2011, at 11:56 a.1i1
confirmed the four storage bhins had dried ' »bris
on the lids and exterior surface. Further inl::rview
confirmed the floor mixer had an accumulation of
dried white and tan colored splattered debr  on
the underside of the beater arm, the back « I the
base and the exterior surface. Further interview
reveated the floor mixer had not been used ¢n
March 7, 2011. _

interview with the Director of the Dietary

on March 8, 2011, at 1:50 p.m., confirmed ..
dish racks were in contact with the floor.
Confinued interview confirmed the dirty dish rack

was pushed into the clean rack of dishes in- i e

What measures will be put into place or
systematic changes will be made to cnsure .
that the deficient practice does not reoccur.!
. |
Kitchen staff were re-educated on ensuring |
that storage bins and mixer are clcancd and the
process to ensure clean dishes do not touch
dirty surfaces afior they have been washed,
The re-education was done by the Dietary
Manager and was completed by March 24™
2011.

Hlow tlie corrective action(s) will be
monitored to ensure the deficient practice |
| will not reoccur? What Quality Assarance
Program will be put into place? . I
The cook is auditing deily to ensure food i
storage bins ere clean and floor mixer is kept ;
clean and that clean dishes are not touched by
dirty surfaces, The findings of the audits will
be taken to the Performance Improvement
Committee by the Dietary Manager for the
next three 1o months beginning with the meeting |
set for April 122011,

(X4).ID SUMMARY STATEMENT OF DEFICIENCIES ' D PROVIDER'S PLAN OF GORREGTION i8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY F 1| L. PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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. PEFICIENCY)
F 371 | Continued From page 24 E 571 racks that were ejected by tho dirty dish rack
| were re-washed.

e p et ?
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the machine in order to gject the clean ik of

dishes from the machina. ‘ i
F 441 | 483.65 INFECTION CONTROL, PREVE®T F 441 | F 441 483.65 INFECTION CONTROL, 4/12/201 _
sg=F | SPREAD, LINENS - PREVENT SPREAD, LINENS
SS=E

The facility must establish and maintain : 10

.| Infectian Control Program designed to pi-wide a
safe, sanitary and comfortable environm::1t and
to help prevent the development and trai: imission
of disease and infection.

What corrective action(s) will be
accomplished for those residents found to
have been affected by the deficient practice?

(a) Infection Control Program

The facility must establish an tnfection Coritrol
Program under which it -

(1) Investigates, controls, and prevents in't.ctions
in the facility;

(2) Decides what procedures, such as isc|:tion,
should be applied to an individual residen!: and

| (3) Maintains a record of incidents and co112ctive

Resgident # 3 One on one re-education on
infection control practices with tracheostomy |
care was done with all licensed nurses giving |
direct care to resident was bogun on March 8% |
2011 and completed on March 24 2011. Re- |
cducation for all nursing staff on infection

control practices with tracheotomy care was [I
]

actions related to infections. : begun on March 8™ 2011 and completed on
, N March 24" 2011. . ;

(b) Preventing Spread of Infection Resident #2 One on one re-education on

(1) When the Infection Control Prograim | infection control practices during dressing

determines that a resident needs igolation ia change was done with the wound care nurse on
| prevent-the spread of infection, the facility rmust March 8" 2011. Licensed nursing staff re-

isolate the resident. | education on infection contro] practices during

(2) The facility must prohibit employees wilt 2 | drossing change was begun on March 8h 2011

!

CDmmUniGable disease or infeotEd Skln e s and was complcfgd hy March 24ﬂ1 2011,
from direct contact with residents or their “yad, if
direct contact will transmit the disease.

(3) The facility must require staff to wash !fiair Residents identified as having the potential |
hands aiter each direct resident contact for which to be affected by the same deficient practice.i
hand washing is indicated by accepted What corrective actions will be taken?

professional practice.

All residents have a potential to be affected.

(c) Linens The infection conirol nurse and DON reviewed |

Personnel must handle, store, process an:i all residents with active infections to cosure |
Fr?nslport linens so as to prevent the sprez | of | residents were receiving appropriate isolation
UHEHRs \ precautions. The review was completed by
I Go_ntinuétion-aheet F"a'ge 26 of 38
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This REQUIREMENT is not met as evide nced
by:

Based on medical record review, observai nn,
policy review, and interview, the facllity fai:d to
change gloves properly during tracheston:; care
for one (#3); failed to wash/cleanse the hainils
properly during care of a pressure ulcer for nne
(#2), and failed to isolate two residents wi: |
multiple drug resistant organisrns (#1, #11 ' of
twenty-four residents reviewed.

The findings included:

Resident #3 was admitted to the facility on
October 5, 2004, with diagnosis including
Bronchitls and Brain [njury post Motor Veh:le
Accident, Medical record review revealad
resident #3 was completely dependent on 112 -
staff to meet all needs.

Observation on March 7, 2011, at 10:50 a1,
revealed resident had a Tracheostomy (a
surgically created apening creating a direc! sirway
to the trachea/windpipe) and was receiving
supplemental oxygen via trach collar. Contitued
observation revealed Licensed Praclical Nurse
(LPN #1) was in the process of performing _
tracheostomy. Conlinued observation reves:lnd
LPN #1 (with gloved hands) used a gauze : j:ohge
and removed yellow secretions from arount’ the
stoma (the opening) then disposed of the g..uze
in the garbage. Continued observation revi. sled
LPN #1 without removing the gloves, picked up
the saline botlle and put it in the bedside dr:wer

F 441 March S'dT 2011.

‘What measures will be put into place or
sysiematic changes will be made to ensure
that the deficient practice does not reoccur.
/
Nursing staff was re—educated on appropriatef
isolation. Licensed Nurses were re-cducated | |
on infection conirol techniques for
tracheostomy care and wound care. The
cducation was done by the infection control |
nurse, SDC, DON, or ADON and was \
| completed by March 24" 2011, |

How the corrective action(s) will be
monitored to ensure the deficient practice

{ will not reoccur?

Infection control technique aundits for wonnd
carc and trachcostomy care are being done
three times a week by the infection contro]l |
-nurse. Isolation precautions audits are being
doue 3 times a weel by the infection control
nurse to ensure residents are in appropriate
isolation. Findings of the audits will be taken,
to the Performance Improvement Committee |
by the ADON for the next three months
beginning with the next meeting set for April’
12%2011.
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| Continued observation revealed LPN #1 removed
i the gloves and cleansed the hands. Contirited
| observation revealed LPN #1 gathered eqiupment |

I cannula cantaining yellow secretions and placed it

| contaminated gloves were not removed pricr to

| Medical record review revealed resident #1° was |
| admitted with an order for Septra DS (antibiclic)

and closed the drawer with the gloved han::s,.

and prepared fo change the inner cannula trach
tube. (The outer cannula remains in place
keep the airway open and the inner cannui is
raplaced periodically). LPN #1 rermoved the inner

on a paper towel and without removing the
gloves, placed the new inner cannula info ti-2
outer cannula of the Trachestomy.

Interview with LPN #1 in the resident's roor on
Mareh 7, 2011, at 11:08 a.m., verified the

handling the normal saline bottle and draw:.:"
handle and verified the contaminated glove:: were
not removed prior to inserting a new inner
cannula.

Interview with the Director of Nursing (DON in
the DON's office on March 8, 2011, at 1:18 p m.,
confirmed the facility failed to follow infectic 1
pravention protocol to separate dirty from cl-an.

Resident #11 was admitted to the facility on
January 27, 2011, with diagnoses including
Rehabilitation and Urinary Tract Infection,

one tablet for 5 days to complete the treatm: it
for 2 UT) (Urinary Tract Infection).

Medical record review of the admission nursing
notes revealed the resident was admitted wi‘h an
indwelling catheter.
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Observation on March 7, 2011, at 10:15 4.,
revealed resident #11 lying supine in bed iind a

Foley catheter drainage collection bag cori-zining
yellow urine attached to the bed rail.

Medical record review of the admission or::rs
dated January 27, 2011, revealed an orde: for a
| monthly Urinalysis (UA) with Culture and
Sensitivity (C/S).

Medical record review revealed a telephon: order |
dated February 6, 2011, to obtain a Urinaly-is
with Culture and Sensitivity. -

Medical record review revealed no results | the
UA and C/S for February,

Medical record review of the urinalysis with
culture and sensitivity obtained March 6, 20 1 1,
revealed the resident had a urinary tract infection
(UTT) with greater than 100,000 Escherichis roli
(E. coli) that was resistant to all antibiotics ¢ sept |
Nitrofurantoin.

Review of the facility's policy Isolation for
Communicable Diseases revised May 21, 2: 14,
revealed "Contact Precautions...lt is the inte 1t of
! this facility to use contact precautions for
residents known or suspected to have seriol. =
ilinesses easily transmitted by direct residen:
contact or by contact with items in the residents'
environment...Examples of Infections When
Contact Precautions May Be Considered:
Multi-resistant organisms (e.g. VRE [Vanconvcin
Resistant Enterococcus])..."

Interview with the Infection Control Practition-- on
March 9, 2011, at 10:40 a.m., in the Unit

i
1
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Coordinator's office, and at 11:30 a.m., in the
Social Services offices, confirmed residenls with
multi-drug resistant E. Coli UTIs were to tvy -
placed in contact isolation. Further interviow
confirmed the resident had a multi-drug 1-2sistant
E. Coli UTI infection and had not been pl: :ed in
contact isolation as indicated by the facility s
policy.

Resident #1 was re-admitted to the faciliiv on
March 4, 2011, with diagnoses including ! '"inary
Tract Infection, Dementia, and Aizheimer ;.

Medical record review of the Minimurm Dz Set
dated February 26, 2011, revealed the re:ident
had long and short term memory problem::.
severely impaired cognition, totally depen:iant on
staff for all activities of daily living and wa:: always
incontinent of bladder.

Medical record review of a urinalysis and «.uiture
and sensitivity obtained February 28, 2011,
revealed the resident had a urinary tract infoction
(UTI) with greater than 100,000 Escherickia coli
(E. Coli) that was resistant to all antibiotic:: xcept
Nitrofurantoin.

Review of the facility's policy Isolation for
Communicable Diseases revised May 21, 11004,
revealed "Contact Precautions...If is the int:nt of
 this facility to use contact precautions for
residents known or suspected to have serious
illnesses easily transmitied by direct resident
| contact or by contact with items in the resirlznts’
environment...Examples of Infections Whe
Contact Precautions May Be Considered:
| Multi-resistant organisms (e.g. VRE [Vancomyein
Resistant Enteracoccus])...” '

E CENTER OF COPPER BASIN
L= LARE PUCKTOWN, TN 37326
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Qbservations March 7-9, 2011, from 9:00 1 .,
through 4:00 p.m.,, revealed the resident w. i
always lying in bed, dependent on staff, wiih a
roommate who was independent in a wheelchair,
' and there was no sign to indicate the resid. 1t
was in coptact isolation.

Interview with the Infection Control Fractiti.ner on
March 9, 2011, at 10:40 a.m., in the Unit
Coordinatar's office, confirmed residents wih
multi-drug resistant £, coli UTls were {0 be iaced
in contact isolation. Further interview confh nted
the resident had a multi-drug resistant E. ¢ UTI
infection and had not heen placed in contar ..
isolation as indicated by the facility's policy.

Resident #2 was admitted to the facility on
December 27, 2010, with diagnoses includi i
Sepsis, UTI (Urinary Tract Infection), Alzhenver's
Dementia, and Parkinson's Disease,

Medlcal record review of the Pressure Ulcer
Status Record dated March 3, 2011, reveal.d the
resident had a stage 11l pressure ulcer on th-: left
ischium measuring 2 cm (centimeters) by 2 nm
with a depth of 2/10 cm,

Observation of a dressing change to the pre:sure
ulger on March 7, 2011, at 3:10 p.m., in the
resident’s room, with LPN (licensed practica
nurse) #4, revealed the LPN, with gloved hanils,
removed the old dressing and placed itin a
biohazard bag; without changing gloves or
sanitizing the hands, irrigated the wound witl: a
syringe full of normal saline; removed the gloves,
and without sanitizing the hands, donned cle:n
gloves and applied a clean dressing.

ERRY
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Review of the facility's policy Treatment o’ - '
Pressure Sores, Chapter 3 (3-41 no date)
revealed, "...5, Remove soiled dressing 1 iing
no-touch technique and place in bag for ¢z posal.
Remove gloves and discard...6. Wash h:nds or
1 use antiseptic hand cleanser...7. Apply n:w
gloves 8. Cleanse wound as directed...9
Remove gloves and discard in disposable
| bag...10. Wash hands or use antiseptic h.nd
cleanser...71. Apply new gloves and perfirm
wound care as ordered.,." s
Interview with LPN #4 on March 7, 2011, : 1, 2:25
p.m., outside the resident's room, confirm ! the
LPN did not change gloves and sanitize th
hands according to the facility's policy.
F 502 | 483.75()(1) PROVIDE/OBTAIN LABORA'I ORY F 502| F 502 483.75(j)(1) PROVIDE/OBTAIN 4/12/2011
85=D | SVC-QUALITY/TIMELY LABORATORY SVC-
QUALITY/TIMELY
55=D

The findings included:;

The facility must provide or obtain laboratory
services to meet the needs of its residents The
facility is responsible for the quality and tin:.:liness
of the services. '

This. REQUIREMENT is not met as evideired
by:

Based oh medical record review, observat: n,
and interview, the facility failed to obtain a
Urinalysis with Culture and Sensitivity for o
#11) of tweniy-four residents reviewed.

Medical record review of the admission ord-'s
dated January 27, 2011, revealed an order 1
obtain a urinalysis each month. Medical rec:rd
review of the Physician Telephone orders

What corrective action(s) will be
accomplished for those residents found to
have been affected by the deficient practice?

Resident # 11 A urinalysis was obtained on
resident on March 9™ 2011 and results sent to

MD.

to be affected by the same deficient practice,
What corrective actions will be taken? |
’ f

All residents have a potential to be affected.

: ‘ |

Residents identified as having the potential |
I

[

B ik

Residents with orders for a U/A. since
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revealed an order dated February 6,201 1, to
obtain a UA & C/S (Urmalysis wifh Cultu = and
Sensitivity). _

Review of the medical record revealed ) results
for the UA and C/S.

Observation on March 7, 2011, at 10:15 :.:m.,
revealed resident #11 lying supine in beri and a
Foley catheter drainage collection bag ¢r.ntaining
yellow urine attached fo the bed rail.

Telephone interview on March 9, 2011, v 9:10
a.m., with the hospital laboratory departn «:nt who
performs the laboratory studies for the fauility,
revealed no UA was received from the faulity for
resident # 11,

Interview with the Unit Manager of North Ving on
March 9, 2011, at 9:11 a.m., confirmed ti  facility
failed to obtain the Urinalysis with Culture: :ind
Sensitivity as ordered.

483.75()(1) RES
RECORDS-COMPLETE/ACCURATE/ACESSIB

LE

The facility must maintain ¢linical records n @ach
resident in accordance with accepted pro!ossional
standards and practices that are complet:;
accurately documented; readily accessibl
systematically organized.

and

The clinical record must contain sufficient
information to identify the resident; a reco 1 of the
resident's assessments; the plan of care v-nd

| services provided; the results of any
preadmission screening conducted by the titate;
and progress notes.

February 1% 2011 were audited to ensurc all
‘have been obtained and followed up on. The |
—audits were conducted by the Unit Managers, |
DON, ADON and SDC and were completed | |
by March 24" 2011,

F 502

What measures will be put into place or
systematic changes will be made to ensure
that the deficient practice does not reoceur.

Licensed Nursing staff were re-¢ducated on.
process for obtaining U/A’s when ordered and
ensuring they are followed up on. The
cducation was done by the DON, ADON, or
SDC and was completed March 24" 2011

How the corrective action(s) will be
monitored to ensure the deficient practice

will not reoccur?

orders daily to ensure that any U/A order hag:
been obtained and followed-up on. The
findings of the audits will be taken to the
Performance Improvement Committee by the |
ADON for the next three months beginning
with the next meeting set for April 12" 2011.1

F 514 483.75 () (1) RES RECORDS- .
COMPLETE/ACCURATE/ACCESSIBLE
S5=D i

What corrective action(s) will be
accomplished for those residents found to

DON, ADON, or Unit Managers are reviewing| o

have been affected by the deficient practice?

4/12/2011
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This REQUIREMENT fs not met as evidenced
by: _

Based on medical record review, review of the
Pain Flow Sheet, review of the medication =nd
controlled drug policies, observation, and
interview, the facility failed to maintain acc:nate
medical records for two residents (#7, #8) f
twenty-four residents reviewed.

| The findings included:

Resident #7 was a2dmitted to the facility on March
23, 2010, and readmitted on June 4, 2010, with
diagnoses including Muscie Weakness,

| Alzheimer's Disease and Right Humeral H -nd

| Fracture.

Medical record review of the Minitaum Dat.: Set
dated January 24, 2011, revealed the resic::nt
had short and long term memory problems totally
dependent with two plus person physical
assistance for bed mobility, fransfer, toilet1 2

| and bathing. Further review revealed the rrsident
indicated pain by non-verbal sounds, facial
expressions and protective body movemer: :.
Further review revealed pain or possible pzi 1 was
observed one o two days of the Jast five dévy's in
the review process.

Medical record review of the physician pho
order dated August 4, 2010, revealed

" .Duragesic patch (pain medication) every
days for pain..."

Medica! record review of the September 2011,
Recapitulation Orders, to the present revea’: i

" ..Fentany! 25mcg/hr (micrograms per hour!
patch (Duragesic) TD72 (Transdermal) ap)y and

F 514 Resident #7 On March 9™ 2011 pursing giving.
dirceot care to resident received onc on one re-
education to enstire two nurses document
narcotic pateh destruction.
Resident #8 On Maroh 9™ 2011 Licensed
Nurse giving care to resident received one on
one re-cducation to cnsure that narcotics given
are signed out on front of MAR, back of MAR,
and on controlled substance sheet,

i
|

Residents identified as having the potential
to be affected by the same deficient practice.
What corrective actions will be taken?

{
All residents recejving a controlled substance;
have a potential to be affected. Residents J
currently having a narcotic medication patch |
MAR /controlled substance record were
| audited to ensure policy for narcotic patch
destruction was being followed. Resident
currently on a controlled substances MAR/
controlled substance records were monitored
to ensure number of times given matches.

What measures will be pat into place or
systematic changes will be made to ensure |
that the deficient practice does not reoccur.!

Licensed Nurses were re-cducated on Policy
for control substance documentation and

destruction of controlled substances patches,
The cducation was given by the SDC, DON, or
ADON. The education was completed on |
March 24 2011, ' l

How the corrective action(s) will be
monitored to ensure the deficient practice

will not reoccur?

RM CMS-ZS&I?'(DZ-SQJ Pravious Varslons Obsolate - Ewvent [ o DNUOTT
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remove 1 paich every 72 hours..." Continued ?Sogszccg?ﬂ;:;ﬁggf ;;;?Trlei 01113:; e
review revealed the order for "...Upan renoval of matehas an the MAR Set and hack and ot
Duragesm_: p,,atCh’ destroy it. Two nurses the Narcotic Control Substance sheet, and
document... t nareotics are wasted per facility policy.

s L _ ; 5 Findi ; its will be taken to the
Review of the Medication Adminisiration |:cords gi’;g;ﬁiﬁg: ‘Il:ilpr::;m;t Ccoi']nmittee by the
for the removal of the patch with two nurs. 15 to | ADON for the next 3 mm;ths béghming With
document revezled the following: . the next meoting set for April 12" 2011, '
August 2010: there was no documentation by two s
nurses on August 8, 14, 17, 24, 27, 30. : '
September 2010:-documentation of remo.il of
the patch daily except for September 19 ¢:1d 30
indicated by one or twao signatures.

Qctober 2010: the entire month had no

signatures.
November 2010; there was no document::iion by

two nurses on November 18 and 27,

December 2010: there was no documentziion by
two nurses on December 12 and 30,

January 2011: there was no documentatio: by
two nurses on January 10 13, 18, 22, 25, 18,

and 31.
February 2011: there was no documentati it by

two nurses on February 3, 8, 12, 21, and 2/

445310

[nterview, with the Director of Nursing on Li:rch
8, 2011, at 2:00 p.m., by the 100 nurging s 3tien,
and the Regional Nurse on March 8, 2011, at

1 9:00 a.m., in the dining room, ¢onfirmed th
facility failed to have two nurses document :he
Fentanyl patch removal as ordered and corlirmed
the the medical record was incomplete.

Resident #8 was admitted to the facility on March
9, 2008, and readmitted on November 24, .* 110,
with diagnoses including Anxiety, Depressii.n,
Psychosis, Chronic Kidney Disease, Muscle
Spasm, Nuclear Sclerosis, Degeneration of

If continuation eheet Page 35 of 33
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Lumbarfl.umbarsacral Intervertebral Disc .ind
Obesity. "

Medical record review of the Minimum Dais Set
dated November 20, 2010, revealed the rc :ident
was 15 out of 15 for cognitive skills, with 1!+ being
the highest level; required limited assistan::: with
one person physical assistance for bed maobility,
transfer, ambulation, dressing, foilet use, «ind
bathing. Continued review revealed the rewident
had received scheduled and as needed (Fi:N)
pain medication and non-medical interventiz:n for
| pain. Continued review revealed the reside it
experienced pain "frequently” with a 5 out ;1 10
intensity, with zero bheing no pain and ten ti':
worst pain imagined.

Medical record review of the physician pho!ia
order dated February 21, 2011, revealed
"...Endocet (pain medication) 10/325 mg
(milligrams) po Q 4 h PRN (by mouth every +
i hours as needed) (pain)..."

| Medical recard review of the March 2011,

Medication Administration Record (MAR)
revealed the Endocet (Percocet) 10/325 my po Q
4 h PRN was administered as follows: Mar h 2
and 3, one time each; March 4, two times; Iiarch
5, none; and on March 7, three fimes. The ivack
of the MAR revealed the Endocet was
documented as provided for back pain as foilows:
March 2 and 3, two times each; March 4, cne
time; March 5, had no documentation and ¢
March 7, two times,

Medical record review of the March 2611,
Controlled Substance Record for
"...Oxycod-Acetamin (Endocet/Percocet) 10325
one tablet every 4 hours as needed for pain ."

| i .
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| ten pills remained to be dispensed as of M.arch 9,

time; and on March 7, no documentation.

| after the medication is given,..17. PRN

| documenting: a. Date...b. Hour...c. Residen!
{ name...d. Physician...e. Amount dispensed ./,

i amount dispensed..."

revealed removal of the medication from « .pply
as follows: March 2, four times; March 3, {wo
times; March 4, three times; March 5, one !ime;
and March 7, four times, Further review ri:vealed

2011, at 8:45 a.m.

Review of the March 2011, Pain Flow She:
revealed Endocet/Percocet was provided f 1 pain

as follows:
March 2 and 3, no documentation; March 1, one

time; March 5, no documentation; March & one

Review of the Policies for Medication
Administration revealed "...Procedure,.. 13, Initial
each medication in the correct box on the 1MAR

medication is charted with initials, and time: i
given in the corner of the box. The followir
situations require an accompanying nofe: .
Pain..."

Review of the policy for Controlled Drugs
revealed "...Procedure 4. The nurse signs f
each dose of the controlled drugs given by

Signature of nurse...g. Balance after subtra-iing

Obsgervation on March 9, 2011, at 8:45a.m . of
the Endocet drug packet revealed ten pills
remained.

Interview with Licensed Practical Nurse #5
confirmed the MAR administration documeriation
did not coincida with the back of the MAR

explaining the reason for the administration
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Further interview confirmed the MAR did rot
match the Controlled Substance Record o the
Pain Flow Sheet and confirmed the medic.il
record was inaccurate/incomplete.
1 .
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